thecal injections of 5% phenol in glycerin for superficial or deep somatic pain (Maher 1955) .
(2) Lumbar paravertebral sympathetic blocks (chemical sympathectomy) using 6% aqueous phenol. (3) Cceliac plexus block with 45 % alcohol to relieve abdominal visceral pain.
Pain in carcinoma of the bowel is found in the following sites: perineum, pelvis, lower limbs and abdomen.
Indications for injection were discussed. Twenty-seven patients were referred to the Pain Clinic with carcinoma of the colon or rectum, and 23 had intrathecal injection. Of these, 13 had very little or no pain one month later, 5 had a marked reduction of pain and 5 were not helped by intrathecal injections. One Postoperative pain relief is a badly neglected facet of surgical care, and the fact that the first analgesics used (products of the poppy) are still the most popular, shows a lack of pharmaceutical progress matched only by the general lack of interest in pain relief by medical staff, who 'prescribe, and leave it to Sister'.
A patient in severe abdominal pain has his expiratory peak flow rate reduced by over 50% (Bromage 1967) , and his ability to cough effectively by much more than this. Centrally-acting analgesics reduce the pain subjectively, but there is no objective increase increase in performance. Regional blocks, however tedious to perform, allow adequate coughing and chronic bronchitics can actively cooperate with physiotherapists. Epidural analgesia has three important advantages over other blocks: (1) it can be repeated through a catheter, (2) it can be given at the required level, (3) it does not paralyse abdominal muscles, thus allowing maximal effort in coughing, but abolishes reflex muscle tension, permitting complete unimpeded passive expiration.
Repeatable, segmental, differential extradural blockade will become an increasingly important recovery room technique for poor-risk patients, until we have a potent centrally-acting analgesic which does not depress vital functions. Dr Cox: Several cases were shown, including one of an unusual stricture in the sigmoid caused by a fibroid in the broad ligament, and another of a lady with ischeemic changes in the region of the splenic flexure and marked diverticular disease with a vesicocolic fistula which had posed therapeutic problems. Dr Morson made some comments about the value of rectal biopsies in cases of small and large bowel ischamia. Dr Smith: Two cases of appendicitis were shown, in one of which a clearly outlined filling defect in the ascending colon proved to be an abscess. The other case presented with central abdominal pain and early diverticular disease was demonstrated on the barium enema. The appendix filled and pointed upwards towards the mid-line. The patient recovered without operation and was discharged from hospital but was subsequently readmitted two years later with a similar attack. At operation a fistula was demonstrated between the appendix and the third part of the duodenum. 
